Introduction
Headlines in the Craig Daily Press, Great Falls Tribune, and Casper Star Tribune join forces with those from the New York Times and National Public Radio to highlight the gravity of the methamphetamine (meth) problem in rural communities throughout the United States and, increasingly, throughout Indian Country. But media attention does little to help communities meet the challenges described in those headlines. To begin to address meth-related issues, communities, professionals, and individuals need a more thorough understanding of who uses methamphetamine, the reasons for use, the patterns and signs of use, the associated health risks, and the implications for prevention and treatment.
This report provides insight about these topics gained from in-depth interviews with 41 current and former adult methamphetamine users and 27 service providers from seven rural communities in Colorado. Although we learned a great deal about rural methamphetamine use and the potential for infection from Human Immunodeficiency Virus (HIV), hepatitis, and other sexually transmitted diseases (STDs), we learned even more fundamental lessons about its overwhelming and multi-faceted impact on rural communities and how critical it is that responses to methamphetamine abuse be comprehensive. Although this study was not specific for Native American communities, the lessons learned may be applicable in many respects.
Trends in Rural Methamphetamine Use
Methamphetamine (meth) use intensified in the rural west and midwest in the early 1990s and gradually has invaded both the rural south and American Indian reservations. [1] [2] [3] [4] In 2005, rural counties named meth the leading drug problem for counties except those in the Northeast. 5 Between 1992 and 2002, national drug treatment admissions for methamphetamine abuse increased fourfold from 10 to 52 per 100,000 people over age 12. 6 In Colorado, meth treatment rates in 2000 for some rural areas rivaled or exceeded those in urban areas. 7 Perhaps more importantly for Native American and other rural communities, national data show that the per capita rate of methamphetamine use is highest in non-metropolitan areas 8 (Figure1). Not only has methamphetamine use spread geographically with a concentration in rural areas, but it also has become increasingly available in rural areas. Any declines in local lab production have been countered by a substantial increase in highly pure and potent crystal meth imported from Mexico and distributed throughout the country in both urban and rural areas. 9 Of special concern are reports documenting efforts of sophisticated meth distribution organizations to target Indian Country.
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American Indian tribes and leaders are speaking out about the substantial and sudden impacts of methamphetamine at many levels of the community. Patrick Ragsdale, Bureau of Indian Affairs, talked passionately at a US Senate Hearing in April, 2006, about the fact that "…methamphetamine is destroying lives in Indian Country." 11 Like rural communities throughout Colorado, the Chippewa-Cree of Montana measure community impact by the increases in meth-related child welfare cases, which rapidly deplete local social services resources. 12 As one rural community spokesperson in Colorado explained, "Our entire child protection budget for the year was used by May for foster care because of it [meth] ." 13 Increasingly, babies are being born with methamphetamine in their systems, such as the 63 babies born in 2004 within the San Carlos Apache tribe.
14 The Bureau of Indian Affairs has expressed concern that "methamphetamine is having a significant impact on the ability of youth to learn, stay in school, and graduate."
The Drug
This powerful stimulant, known on the street as "speed," "crystal," "glass," "teena," and "crank," is easily produced from a common decongestant, ephedrine or pseudoephedrine, in combination with ordinary products such as iodine crystals, battery acid, red phosphorous, and anhydrous ammonia (a widely used liquid fertilizer). The drug, especially the meth "cooked" in local labs, may be a powder ranging in color from white or yellow to peanut butter brown or red. In contrast, the crystal meth supplied by Mexican drug organizations most often resembles glass chards or larger crystals and may be highly potent and pure. 10 Methamphetamine acts on the nervous system to release a surge of dopamine, norepinephrine, and epinephrine. These neurochemicals, in turn, produce sensations of pleasure, selfconfidence, energy, alertness, suppressed appetite, and for many, sensations of sexual arousal along with sexual stamina.
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Unlike short-acting cocaine, methamphetamine remains active in the body for 8 -12 hours and can be detected in the urine for up to 24 hours after ingestion. 19 Despite the long-lasting effects, users often ingest the drug more frequently to maintain the desired high over a long period of time 1, 13 even though it is not physiologically possible to recapture the initial intense experience, regardless of the amount of drug ingested ( Figure  2 ). When these neurochemicals become depleted from chronic use and/or bingeing, the user "crashes" into an extended deep sleep. 1,13,19 20,22 The crash is followed by severe psychological discomfort and symptoms of depression. Depression may be mild or debilitating but, in general, the symptoms are at least reduced following additional doses of meth, a situation which makes sobriety harder to maintain. In contrast to a therapeutic dose of 10 mg to 25 mg of methamphetamine hydrochloride or d-methamphetamine used to treat obesity or attention deficit and hyperactivity disorder, 1 ,24 a typical single street dose of crystal meth would be ten to twenty times that amount, about 250 mg (1/4 gram). Chronic users may ingest as much as 1 -3 grams in a 24-hour period. 13, 22 The cost of a single "hit" of meth varies by geographic region and supplier, but, in general, the range is $20 -$40 for 1/4 gram in the rural west with the cost per hit decreasing as volume increases. Common amounts of meth sold include a "teener" (1/16 ounce, 1 3/4 grams, or 7 hits) and an "eight-ball" (1/8 ounce, 3 3/4 grams, or 14 hits at about $10 a hit). 13 The positive long-acting psychoactive properties of methamphetamine, combined with its relatively low cost and easy availability, make it an attractive drug for many populations.
Patterns of Use
National data indicate that there are three primary user groups. 3 In urban settings, meth is a recreational drug for men who have sex with men. Increasingly, high school and college students are using meth for recreation and as a study aid. 25 In rural settings, meth use has been most prominent among young working class men and women ages 18 -35. Increasingly, Latinos and AI/AN are being attracted to the drug in the rural west. 3 Current and former rural users tell of being introduced to meth on the job site, by family, by friends, and for women, by sexual partners. 13 In rural communities, nearly equal numbers of men and women use methamphetamine, and users are still most often white working class young adults. A majority of users interviewed in rural Colorado say they have felt they were outside mainstream society since their youth and nearly half report that they grew up with parents who were substance user.
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Both genders report using methamphetamine to increase energy, to work longer hours, to increase self-confidence, to decrease depression, to lose weight, to increase sexual pleasure, and to party. Men more consistently list increased sexual pleasure as a reason for use while women more consistently list weight loss and increased self-confidence as motivations.
Since methamphetamine dissolves readily in water, it can be added to a beverage and ingested, snorted, smoked, or injected. Snorting has declined in popularity as powder meth has been replaced with imported crystal meth, possibly because the potency and consistency of the newer product may cause more damage to the nasal mucosa (15%). The popularity of injecting has declined slightly as well, from 29% to 22%, yet some users believe that injecting provides the best high and is the most efficient use of the drug. Currently, in rural and urban areas alike, smoking crystal meth in a glass pipe, modified light bulb, or from aluminum foil has become the most common mode of ingestion (56%). The vast majority of users also use other drugs regularly, especially alcohol and marijuana, to enhance or mellow out the meth high.
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Patterns of use vary among users and vary over time.
Some users report using meth only occasionally to improve performance on the job, for recreation, or to combat severe fatigue (such as the fatigue associated with HIV infection). It is unclear how many actually continue at this minimal level of use over time since most studies enroll primarily habitual users. Among habitual users, two dominant patterns of early use emerge. The first pattern is one of escalation from sporadic, low-dose, functional use to higher-dose recreational weekend use, and eventually shifting to obsessive daily use. The other pattern starts with weekend recreational use and gradually takes over weekdays as well.
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Both patterns tend to lead toward fixation on the drug to the exclusion of nearly everything else, multi-day binges, and consequent loss of job, family, and children. The users in the Colorado study were most likely to enter treatment only after losing custody of their children or in response to a court order. Most did not remain sober until they were self-motivated to make the change in lifestyle. Interestingly, at least two young women reported abstaining during pregnancy without treatment until immediately following delivery.

Signs of Use
Initial or sporadic methamphetamine use often results in weight loss and increased productivity that may inadvertently be reinforced by family members, employers, health care providers, and society. As use increases, weight loss and malnutrition can become extreme (especially in women), activity becomes repetitive and non-productive, the skin may develop sores from picking at imagined "meth bugs," teeth decay and breakage ("meth mouth"), and appearance becomes unkempt. More subtle signs of use include clenching the jaw, sucking on hard candies to relieve dry mouth, speaking very fast, shifting focus, and being unable to sit still or focus on a conversation. Health care practitioners may observe elevated blood pressure and pulse rate along with dilated pupils among active users. Female users may present with vaginal or anal tearing from prolonged sexual activity. The long-term effects of meth use are not well known, and the potential for full cognitive and psychological recovery remains controversial. 26, 27 Family members, friends, co-workers, mental health counselors, schools, social services, and law enforcement officers may be the first to suspect meth use. Families and friends may notice possessions or cash missing, increasing neglect of children and the household, a loss of short term memory, growing paranoia or depression, irritability, and swings between high energy and severe fatigue. Health, dental, and mental health care professionals should be aware that active users often miss appointments or avoid contact with health and dental care providers altogether to avoid detection of their drug use.
HIV, Hepatitis, and STD Risk
Interviews with current and former rural meth users reveal that many falsely believe that HIV and other STDs do not exist in rural areas. Although there are fewer people infected with HIV living in rural areas, HIV does exist in rural communities and those who are infected may be less likely to get tested or disclose their status due to the stigma attached to HIV/AIDS. Rates of other STDs, like chlamydia and gonorrhea, are often actually higher in rural areas than urban areas, suggesting that unprotected sex is not uncommon outside urban areas. Travel of meth users between rural and urban areas to buy or sell drugs, exchange sex for drugs, and party provides an idea pathway for transmission of such infections. 13 The enhanced sexual arousal and prolonged erection experienced by some users often leads to sex with casual partners or multiple partners and extended sexual activity that can tear genital or anal tissue. Ironically, chronic use may create erectile dysfunction. As a result, long-term users are turning to long-acting pharmaceuticals to enable them to act on their meth-induced arousal. In rural settings, meth users are most likely to engage in heterosexual vaginal sex, although reports of heterosexual and homosexual anal sex are not uncommon. Trading sex for drugs is a common occurrence and in some circles is part of the meth ritual. Women trading sex for drugs have little power over decisions about condom use or sexual practices. According to users they are "too spun out to think about condoms," meaning that the clouded thinking of meth users while high and sleep-deprived precludes condom use for nearly everyone nearly all the time. Further increasing risk, detection and treatment of HIV and other STD infections may be delayed since HIV/STD testing in rural areas is often less available, more expensive, and may be perceived as being less confidential.
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Injecting methamphetamine increases the risk of HIV and hepatitis infection for those who inject as well as for their sexual partners. Blood-borne viruses, especially hepatitis B and C, can be unknowingly spread by something as simple as sharing a communal water supply to rinse syringes and draw up water to dissolve the drug or by dividing dissolved meth with a previously used syringe. Direct sharing of syringes appears to be more likely among women who are injected by their partners, among men and women who inject in chaotic user networks, and when mental confusion develop during a binge.
The Rural Setting and Meth Use Geographic isolation, rural poverty, closed social networks, social stratification, and stigma in rural communities may contribute to the appeal of methamphetamine and the challenges of eradicating it. Remote settings and limited law enforcement resources decrease the likelihood of getting arrested during a drug sale or during meth production. Travel between communities and counties to buy, sell, or use drugs and/or access services, makes users difficult to identify, track, and treat. Low paying, tedious jobs make meth use and selling meth for large profits enticing. Inadequate mental health and drug counseling services and the vast distances required to access them can be substantial barriers to treatment. Closed social networks and stigma associated with poverty, drug use, and HIV increase the feeling of being an outsider, making the meth scene an attractive social option. Similarly, becoming and remaining sober become more difficult since it is nearly impossible to avoid people and places that stimulate drug cravings in rural settings.
Implications for Native American Communities
Although this study of rural methamphetamine use cannot be generalized to the Native American population, the findings may be applicable in many respects. Like other rural communities, American Indian and Alaska Native (AI/AN) communities suffer from limited resources to control the influx of drugs into the community, provide adequate drug and mental health treatment near people's homes, respond to the child welfare needs of those living in homes with methamphetamine use, and prevent and screen for HIV, hepatitis, and other STDs. AI/AN communities suffer disproportionately from widespread poverty, which opens the door for meth use as an escape from hopelessness and low self-esteem and for meth distribution as a means for making money.
On the other hand, AI/AN communities bring unique assets to the table through strong cultural traditions and values, as well as through existing comprehensive health care systems (such as the Indian Health Service) that are experienced in coordinating medical, counseling, and social services. Tribal justice systems may be ideal for establishing drug courts that have been successful in some rural communities. 13, 28 Living in a small, close-knit, rural community can be an advantage in facing the methamphetamine problem, since those who are using the drug and those who are trying to find solutions to the problem are likely to be friends, neighbors, or family. The challenge is to capitalize on the advantages of a close social network while protecting the confidentiality of those needing help.
Interviews with service providers in rural Colorado suggest that communities working together, leveraging resources, and drawing on their cultural strengths provide the best opportunity for preventing and reducing methamphetamine use. 13 Increasing community awareness of the signs of methamphetamine production and use helps to identify and treat users earlier and eliminate sources of local production. Ensuring that there are non-judgmental places to go for health, mental health, and drug treatment services is essential.
Coordinating efforts and resources of health care providers, mental health counselors, law enforcement, social services, community leaders, policy makers, and educators can result in action plans to prevent use by:
• As the methamphetamine epidemic spreads from west to east, states, federal agencies and county governments have mobilized in a collaborative effort to respond to the continuing problem of methamphetamines in America.
Rural communities have been particularly hard hit because of limited resources, creating an ideal environment for methamphetamine production and sale. While recent precursor legislation may help to reduce small lab production of methamphetamines, sale of the drug and the resultant addictions continue to plague communities in rural, urban, and suburban communities.
Tribal communities have also been targeted for methamphetamine use and sale for similar reasons, yet tribes do not have the necessary infrastructure or resources to respond to the methamphetamine crisis emerging in Native America. The chronic underfunding of law enforcement, social services, mental health, and health care sets tribal communities apart as particularly vulnerable to methamphetamine use and sale. It appears tribes have been experiencing a rise in methamphetamine use over the past five years. Current treatment data indicate that users are more likely to be white, with a substantial proportion of Asian/Pacific Islander users and a growing problem emerging among Native Americans. 1 As a relatively cheap stimulant, methamphetamines create a sense of euphoria for users; it is not surprising methamphetamines have found a niche in tribal communities where poverty, depression, high unemployment, and substance abuse issues already exist as serious challenges.
In testimony provided in April 2006 at the Oversight Hearing on The Problem of Methamphetamine in Indian Country, Jefferson Keel, Vice President of the National Congress of American Indians, testified that many tribes are reporting higher incidences of child abuse and neglect related to methamphetamine use, and the National Indian Child Welfare Association estimates that 80 -85% of families in the child welfare system have alcohol and substance abuse problems. California Legal Services, experienced in working with tribes on child abuse and neglect issues, reports that in child abuse and neglect cases, nearly every parent they see is somehow involved with methamphetamines. 2 At the Oversight Hearing, witnesses provided testimony from tribal communities on methamphetamine-related violence, crime, large drug busts, and other incidents that have brought tribes into the regional and national news.
Historically, there has been very little funding available for tribes to effectively address and sustain a response to child abuse and neglect. Although states can access funds via the Title XX Social Services Block Grant Program, Tribal governments are ineligible to receive these funds (despite the fact that tribal members are used in determining state allocations for monies) and states are not required to share or allocate their funds to tribes. With the methamphetamine crisis in Indian Country, tribes are in a critical situation to address serious addiction challenges and increased use of an overburdened and underfunded social service system.
Since 1989, funding has been provided through the Office for Victims of Crime (OVC) to federally-recognized tribes through the Children's Justice Act (CJA) Partnerships for Indian Communities grant program. These funds were established to assist tribes to develop, establish, and operate programs to improve how child abuse cases, particularly child sexual abuse cases, are handled and to reduce trauma to child victims. With the support of training and technical assistance from the Tribal Law and Policy Institute, 10 -13 tribes and tribal organizations propose interdisciplinary projects (between law enforcement, medical, social services, prosecution, and education) to address their community needs related to serious child abuse. At the end of the three-year funding period, the projects are expected to end or become sustained through another funding source. Because of increasing methamphetamine-related child abuse reports, since 2003 CJA grantee tribes have requested training and technical assistance from the Tribal Law and Policy Institute grantees to understand and address methamphetamine use and child abuse in their communities.
Tribal service providers and law enforcement in the CJA grantee tribes reported that families were selling their furniture, personal belongings, family heirlooms, cars, and homes, and even prostituting their children to maintain their methamphetamine addictions. 3 Some tribes have reported increased and more severe levels of child abuse where methamphetamine is involved, such as the 80% of the 500 reports of child abuse at San Carlos Apache that involved drugs and alcohol abuse, including methamphetamines. 4 An increasing number of tribes report that babies from their communities are testing positive for methamphetamines at birth. Some tribes have reported a dramatic increase in the number of babies being born affected by methamphetamine; on one reservation 64 of 256 babies were born last year to tribal members addicted to methamphetamine. 5 Methamphetamines lower inhibitions and judgment, thereby increasing the risk for users to participate in unprotected sexual activity. Injecting methamphetamines and participating in unprotected sexual activity increase the risk of sexually transmitted diseases, HIV and hepatitis B and C. In 2004 American Indians and Alaska Natives had rates of HIV of 7.9 per 100,000. Preliminary data have been gathered, and overall there appears to be a significant problem with methamphetamine use in these three tribal communities, with serious implications for children, families, and systems. Participants reported great awareness of methamphetamine use and some awareness of methamphetamine production and distribution in their communities. Participants also reported increases in the incidence of child abuse and neglect, as well as domestic violence and sexual assault. Furthermore, respondents reported strong awareness of increases in child abuse allegations and out-of-home placements that involved a methamphetamine investigation.
Although the three communities differed slightly on views toward barriers to permanency, respondents were very aware of methamphetamine involvement increasing the difficulty of family reunification. Additionally, participants reported awareness of increases in the workload of law enforcement, social services, child protection, and other agencies in tribal communities as a result of methamphetamines. There were also some indications that training is available for child welfare professionals and that agencies are beginning to work together to address methamphetamine use. Finally, there was almost no awareness of any treatment for methamphetamine users or for resources and services available to children exposed to methamphetamines. 7 Although the scope of the research is limited, it confirms much of the anecdotal reporting provided as federal-tribal workgroups begin to discuss the impacts of methamphetamines, as well as testimony presented to Congress. The impact of methamphetamine on tribal children and their families is critical. Former methamphetamine addicts talk of losing their spirit, of losing their soul. 8 As pointed out in the survey, the loss is not only personal, but creates serious challenges for families, tribal economies, health care, cultural learning, and environmental impacts to tribal communities.
The devastation wreaked by methamphetamine has largely gone uninterrupted as a result of the lack of resources, jurisdictional complexities, and the limited coordination with state, federal, and tribal agencies. These challenges have left Indian Country and its bordering communities vulnerable to cartels and others who manufacture and sell methamphetamines.
In 2005, a large drug ring operating on several reservations was broken, and 25 people, including drug ring leader Jesus SagasteCruz, were federally charged. After sentencing, Sagaste-Cruz reported that he was able to sell methamphetamines on reservations in South Dakota, Montana, Wyoming, and Nebraska because of loopholes in federal laws and limited law enforcement presence.
9 During the four-year investigation into the SagasteCruz drug trafficking network, federal investigators estimated that more than $3 million were spent by residents on one reservation on methamphetamines. As one survey participant reminds us, "People say there is something in the air here. I say that something is methamphetamine. It is in our air, water, soil; it is in our people and in our children." OLES has already utilized these data to make informed policy decisions. One example of this is the restructuring of the BIA-OJS Drug Enforcement Program to refocus its efforts in developing stronger interagency partnerships at the national, regional, and local levels, to provide drug enforcement training to a broader range of law enforcement officers and agents, and to become more engaged in education and prevention efforts to reduce the demand for illegal drugs in Indian Country.
Today, almost every tribe has programs that address various community issues separately.
However, communication "gaps" exist between the programs that can cause conflict. For example, law enforcement and detention personnel are often unaware of IHS policies and procedures in handling intoxicated persons who are transported to local facilities for treatment and often wonder why they will not be accepted for examination. Cooperation and communication are essential to addressing community issues such as the one we are now facing with methamphetamine. No one program can take on this issue alone. When each program understands the other programs' roles and responsibilities, collaboration begins.
With this is mind, the BIA-OJS, has redirected its focus toward the Law Enforcement/Community Empowerment Initiative. The goal of this initiative is to empower local tribal law enforcement agencies with the ability to conduct and complete integrity-based drug investigations by providing them a strategic plan that includes assessments, mission and goal statements, policies and procedures, interagency networking, intelligence sharing, and drug enforcement training. This concept also emphasizes the relationship between law enforcement and community, including tribal courts, education systems, and health care providers. It also enhances proactive prevention initiatives to reduce the demand for drugs, such as Community Oriented History has proven there will be new drugs coming on the scene, often more potent and destructive than those that came before. As we all know, drug abuse inflicts horrific damage on our Indian communities. Unique tribal cultures are being devastated and destroyed. Children engaged in drug use fail in school and lose respect for their parents, elders, culture, and ultimately in themselves. 
Federal Criminal Jurisdiction to ProsecuteIntroduction
Methamphetamine is destroying lives, families, and tribal cultures within Indian Country. In addition to the damage it causes to individual users, meth spawns homicides, assaults, child neglect, domestic abuse, and other violent crimes. By understanding federal criminal jurisdiction, we will have a better understanding of the use of the federal criminal justice system in the war against meth. This article is an attempt to set out the basic statutory framework used in the federal prosecution of crimes arising in Indian Country.
This article does not purport to be comprehensive, as to either the statutes themselves or their interpretation in all the federal circuits that include Indian Country jurisdiction. Rather, the purpose of the article is to provide a basic primer applicable to the heartland case.
General Consideration
Jurisdiction 
Federal Criminal Jurisdiction in Indian Country
The statutory basis for federal jurisdiction over crimes occurring in Indian Country is contained in Chapter 53 of the Federal Criminal Code, 18 U.S.C. § 1151 et seq. However, much of federal Indian law derives from more than a century of federal court decisions.
Definition of Indian Country for Purposes of Federal Jurisdiction. "Indian Country" is defined in 18 U.S.C. § 1151 as including (a) all land within the boundaries of the reservations of federally recognized Indian tribes, including patented land and any rights-of-way running through the reservation; (b) dependent Indian communities; and (c) Indian allotments to which title has not been extinguished, including any rights-of-way running through the allotment. As an element of the offense, the government must prove that the crime took place on a reservation or other Indian land. Determinations of Indian Country status are based on land records or factual determinations showing that the area is a "dependent Indian community."
Determination of Who Is an Indian for Purposes of Federal Jurisdiction. The criminal statutes do not define the term "Indian"; however, the Supreme Court has articulated a test based on (a) the degree of Indian blood (a slight degree is sufficient), and (b) whether the tribal or federal governments recognize the person as Indian. Indicia of tribal or federal recognition include enrollment in a tribe, informal or formal government recognition through assistance provided only to Indians, enjoying the benefits of tribal affiliation, and social recognition as an Indian through residence on the reservation and participation in Indian culture and social life. It may also be necessary to consult individual Congressional Acts that govern the status of individual tribes.
Tribal membership can generally be established by use of tribal records. Enrollment in a tribe is not an absolute prerequisite for holding status as an Indian, but it is the most common means of proof of that element. In most cases, the Indian or non-Indian status of the offender or victim is not a material issue. The tribe must be federally recognized for the person to be considered an Indian subject to federal criminal jurisdiction under 18 U.S.C. § 1153. Canadian tribes are not federally recognized for purposes of treating their tribal members as Indian offenders or victims in the United States.
Federal Statutes Governing Federal Criminal Jurisdiction in Indian Country
Federal jurisdiction over most crimes occurring in Indian Country can be asserted by applying one of two statutes, the Major Crimes Act, 18 U.S.C. § 1153, or the Indian Country Crimes Act, 18 U.S.C. § 1152. In addition, there are a small number of substantive statutes that expressly apply in Indian Country.
The Major Crimes Act
General application. The Major Crimes Act, 18 U.S.C. § 1153, provides federal criminal jurisdiction over certain specified crimes if the offender is Indian. The crimes specified in § 1153 are commonly called the "major crimes." These are murder, manslaughter, kidnapping, maiming, any felony under Chapter 109A of Title 18 (the sexual abuse statutes), incest, assault with intent to commit murder, assault with a dangerous weapon, assault resulting in serious bodily injury, assault against a child under sixteen, felony child abuse or neglect, arson, burglary, robbery, and felony theft. Where the specified offense is not contained in the federal criminal code -such as for child abuse, child neglect, incest and burglary - § 1153(b) directs that state law be assimilated. So long as the offender is an Indian, the victim's tribal affiliation (or lack thereof) is irrelevant under § 1153. However, § 1153 is the main source of federal jurisdiction for crimes in which both the offender and the victim are Indians, and the only jurisdictional hook is that the crime occurred in Indian Country.
Crimes by Indians against non-Indians. If the offender is Indian but the victim is not, the Major Crimes Act applies to confer jurisdiction over the specified major crimes, and the Indian Country Crimes Act, discussed below, provides jurisdiction for other felonies and misdemeanors. As a result, there are more crimes that can be federally prosecuted involving an Indian who commits a crime against a non-Indian than involving an Indian who commits a crime against another Indian.
Misdemeanors. There are very few situations where there is federal jurisdiction under § 1153 to prosecute Indians who commit misdemeanors against other Indians in Indian Country. One exception is simple assault on a person under 16 years of age (18 U.S.C. § 113(a)(5)). The theoretical basis for this result is that tribal courts should handle misdemeanor offenses.
Exclusivity of federal jurisdiction. Finally, as discussed below, the jurisdiction encompassed in § 1153 is exclusive federal jurisdiction. While tribal courts retain jurisdiction to prosecute Indians for conduct that might constitute a § 1153 felony, since tribal court jurisdiction to sentence offenders is limited to no more than one year imprisonment per charge, the authority to prosecute the conduct as a felony lies exclusively with the federal government.
The Indian Country Crimes Act
General application. The Indian Country Crimes Act, 18 U.S.C. § 1152, applies where either (1) the offender is not an Indian, but the victim is, or (2) the offender is Indian, but the victim is not, the crime is a non- § 1153 crime, and the Indian offender has not already been punished by the tribe for that conduct.
In Indian Country prosecutions under § 1152, substantive federal criminal statutes that otherwise apply on federal lands may be "borrowed" pursuant to the Federal Enclaves Act, 18 U.S.C. § 7. In other words, the types of criminal conduct prohibited by the Major Crimes Act are also prohibited by § 1152. In addition, enclave crimes can also be borrowed in § 1152 prosecutions, such as receiving stolen property (18 U.S.C. § 662) and conspiracy to commit murder (18 U.S.C. § 1117). Federal misdemeanors can also be borrowed under § 1152.
Assimilation of state crimes. Where there is no applicable substantive federal crime, the law of the state in which the crime occurred may be incorporated into the federal criminal code in § 1152 prosecutions pursuant to the Assimilative Crimes Act, 18 U.S.C. § 13. State misdemeanors can also be assimilated.
Exceptions to application. As stated above, the Indian Country Crimes Act, § 1152, does not apply where one Indian has committed an offense against another Indian, nor where an Indian commits an offense in Indian Country if that individual has been punished by the local law of the tribe.
Statutes of General Applicability
Most federal criminal statutes do not specifically reference Indians or Indian Country. The question arises whether these general criminal statutes apply to offenses in Indian Country. Most courts considering this issue have ruled "that statutes of general applicability apply unless they would adversely impact rights reserved by treaty or statute or unless they would adversely impact matters essential to tribal self-governance, and then only if Congress has not specifically indicated an intent that the statute apply." F. 
OB/GYN Chief Clinical Consultant's Corner Digest
Abstract of the Month Regular Cola Intake Reduces Bone Mineral Density in Women
Background: Soft drink consumption may have adverse effects on bone mineral density (BMD), but studies have shown mixed results. In addition to displacing healthier beverages, colas contain caffeine and phosphoric acid (H PO ), which may adversely affect bone.
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Results: Cola intake was associated with significantly lower (P < 0.001-0.05) BMD at each hip site, but not the spine, in women, but not in men. The mean BMD of those with daily cola intake was 3.7% lower at the femoral neck and 5.4% lower at Ward's area than of those who consumed <1 serving cola/mo. Similar results were seen for diet cola and, although weaker, for decaffeinated cola. No significant relations between noncola carbonated beverage consumption and BMD were observed. Total phosphorus intake was not significantly higher in daily cola consumers than in nonconsumers; however, the calcium-to-phosphorus ratios were lower.
Conclusions: Intake of cola, but not of other carbonated soft drinks, is associated with low BMD in women. Additional research is needed to confirm these findings.
Tucker 
OB/GYN CCC Editorial comment Bone Density Evaluation in Teens Prevents Future Osteoporosis
While regular cola consumption has many detrimental effects, e.g., obesity and dental caries, Tucker, et al now have added a new item to that list, bone loss in women. 
Other Depression Resources from Judy Thierry
Depression -focusing on moms who present during a child health visit. In this 1 credit CME/CEU exercise, the following are discussed, among many other items: awareness and facilitating screening, Parental depression is just not post partum, Screening tools in the office, PHQ2, Edinburgh. Go to Intravenous magnesium sulfate tocolysis remains a North American anomaly. This therapy rose to prominence based on poor science and the recommendations of authorities. However, a Cochrane systematic review concluded that magnesium sulfate is ineffective as a tocolytic. The review found no benefit in preventing preterm or very preterm birth. Moreover, the risk of total pediatric mortality was significantly higher for infants exposed to magnesium sulfate (relative risk 2.8; 95% confidence interval 1.2-6.6). Given its lack of benefit, possible harms, and expense, magnesium sulfate should not be used for tocolysis. Any further use of magnesium sulfate for tocolysis should be restricted to formal clinical trials with approval by an institutional review board and signed informed consent for participants. Should tocolysis be desired, calcium channel blockers, such as nifedipine, seem preferable.
Grimes DA, Nanda K. Magnesium sulfate tocolysis: time to quit. Obstet Gynecol. 2006 Oct;108(4):986-9.
OB/GYN CCC Editorial comment Remove Magnesium Sulfate from your Facility's Tocolysis Guidelines
While this is not news, it is a good reminder that there never have been good, randomized data to support the use of magnesium sulfate for tocolysis. In the acute setting nonsteroidal anti-inflammatory agents such as indomethacin have a better success rate, as measured by lowering the occurrence of low birth weight and prolonging pregnancy. The online article has a complete explanation, plus alternative medications.
Gynecology No Stirrups Preferred for Pelvic Examinations
Do women feel more comfortable and less vulnerable if stirrups are not used as part of a speculum examination? Here are the results of a randomized controlled trial (nonblinded).
The embarrassment and fear of discomfort from the speculum examination often prevent women from seeking routine cervical cancer screening. One problem might be the use of stirrups to support the legs of women undergoing a pelvic examination. Stirrups are commonly used in the US but are not routine in other countries. The authors of this study evaluated whether the use of stirrups increased pain and the feeling of vulnerability in 197 adult women presenting for a routine examination.
The women were randomized to a speculum examination using stirrups or one without stirrups. The stirrups were used to hold the legs at a 30-to 45-degree angle off the table. Women in the no-stirrup group were placed at the end of the table with their heels on the corners of the fully deployed extension of a standard examination table. Women in both groups were fully draped and underwent a standard pelvic examination with the examiner obtaining a cervical smear.
Physical discomfort and sense of vulnerability, measured following the examination using a 100-mm visual analog scale, were significantly lower in the no-stirrup group: the mean physical discomfort score was 43 percent lower (17.2 versus 30.4), and the sense of vulnerability was 44 percent lower (13.1 versus 23.6). Sense of loss of control was not significantly different between the two groups.
The quality of the smears was similar in the two groups. The researchers did not report the comfort of the examiner with either method or how they avoided having the speculum handle hit the table extension. The study was unblinded because the women knew whether they were in stirrups or not. Most of the women had already had one or more speculum examinations; the study would have been more effective had they enrolled women who had never had a pelvic examination using stirrups.
Bottom Line: To decrease discomfort and sense of vulnerability, women undergoing a routine pelvic examination should be offered the option of not using stirrups. On average, women will find this position more comfortable and will feel less exposed (level of evidence: 1b).
Seehusen DA, et al. Improving women's experience during speculum examinations at routine gynaecological visits: randomised clinical trial. BMJ July 22, 2006;333:171.
Child Health Early Adolescents Worry More as they Age
They also appear more likely to keep worries to themselves as they go through this stage of development. The authors found the following:
• Adolescents worried weekly most about school grades and least about their friends' problems. There were no significant age or gender differences for total weekly worrying.
• Compared to boys, girls worried weekly more about fitting in at school and about being out of shape or overweight, whereas boys were more likely than girls to have weekly worries about their futures.
•
Older students had more weekly worries than younger students about looks or appearance and about being out of shape or overweight. Compared to the youngest students (age 9), the oldest students (age 13) also were more likely to worry about problems at home and about their friends.
• Adolescents who primarily talk to a parent when they are worried were significantly less likely to worry about being liked or fitting in.
• Those who said they usually keep their worries to themselves were at greater risk than the referent category for weekly worries about grades.
Compared to those who turn to parents, those who turn to friends were more likely to have weekly worries about their friends and about being a failure or disappointing loved ones. Those who preferred the Internet for information about what is worrying them were at greater risk for weekly worries about their future but were less likely to worry weekly about grades than those who turned to parents.
This study highlights the need to pay more attention to the ways students attempt to cope with their worries . . . [and] points to an opportunity to investigate the link between types of adolescent worries and primary sources of worry information utilized by early adolescents.
Brown SL, Teufel JA, Birch DA, et al. Gender, age, and behavior differences in early adolescent worry. 
PEDS CCC Editorial comment: Steve Holve
Can we develop counseling strategies that make worrying a positive activity? This article highlights what we suspected; teenagers worry. As health care providers, what we need is a mechanism to make worrying useful. We already know from behavioral studies that if a patient doesn't see a condition as a problem, then they are not ready to change. However, when students do recognize a problem and worry (e.g., "Am I too heavy?" or "Should I really be having sex with three different people?") how can we best use that concern to help teens make healthier lifestyle changes? We all know it is a big step from knowledge to action. It is probably an even bigger step from worry to action. Can we develop counseling strategies that make worrying a positive activity? 
Features
ACOG Umbilical Cord Blood Gas and Acid-Base Analysis
Abstract: Umbilical cord blood gas and acid-base assessment are the most objective determinations of the fetal metabolic condition at the moment of birth. Moderate and severe newborn encephalopathy, respiratory complications, and composite complication scores increase with an umbilical arterial base deficit of 12 -16 mmol/L. Moderate or severe newborn complications occur in 10% of neonates who have this level of academia, and the rate increases to 40% in neonates who have an umbilical arterial base deficit greater than 16 mmol/L at birth. Immediately after the delivery of the neonate, a segment of umbilical cord should be doubleclamped, divided, and placed on the delivery table. Physicians should attempt to obtain venous and arterial cord blood samples in circumstances of cesarean delivery for fetal compromise, low 5-minute Apgar score, severe growth restriction, abnormal fetal heart rate tracing, maternal thyroid disease, intrapartum fever, or multifetal gestation.
OB/GYN CCC Editorial Comment Cord Gases at Cesarean Delivery and Vaginal Birth: A Best Practice
This is a best practice that Indian health facilities should put into all guidelines. To find Evidence-Based Medicine on the HSR Library website, click ONLINE JOURNALS found on the left panel of the homepage. Next click "E" to get to all journals starting with "E" and scan down to the journal.
Breastfeeding: Suzan Murphy, PIMC It Is Official, Breastfeeding Counts
Obesity is a rapidly escalating problem that could greatly complicate health care in the future. Finding effective ways that reduce obesity and maintain healthy weight are major challenges for health care providers and planners. But research suggests that there is hope -in numerous studies, breastfeeding has been linked with reduced obesity risk throughout childhood and into early adulthood.
Additionally, breastfeeding exclusivity and duration are recognized to be inversely related to obesity risk.
Given the current widespread obesity problem and the research that breastfeeding can reduce obesity risk, a GPRA measure has been born. Beginning in 2007, baseline breastfeeding data at specific ages will be established in Indian Country, with the goal of increasing breastfeeding prevalence and duration in the first year of life. It will take numbers to establish baseline data and monitor early feeding practice. The good news is that feeding choice data can now be captured in RPMS and the questions are those already routinely asked by providers in the patient's first year of life. Using a software patch available to all service units, feeding choice can be indicated at patient visits by PCC, PCC +, and EHR in 2007, than inputted by data entry, and tracked by a V-gen search.
The software patch allows any provider to check one of five feeding choices: exclusively breastfeeding, mostly breastfeeding, half and half , mostly formula, and exclusively formula. The possible confounders that can also be tracked are parity, birth weight, mother's name/chart number, when solids were started, when breastfeeding stopped, and when regular formula feeding began.
IHS has unique health care records -often spanning entire lifetimes. No other national health care environment provides care for an individual from conception throughout their life. There are limitless opportunities to learn from health behavior/management to improve life long care. How early feeding choice impacts later years is only the beginning.
Please watch for more information about the new GPRA measure and objectives related to breastfeeding. Specific information will be available soon at the IHS MCH breastfeeding website, www.ihs.gov/MedicalPrograms/MCH/M/bf.cfm. The article I've chosen to review this month is not specifically about international health. Instead, it's a relevant piece for anyone working in cross-cultural settings -or perhaps any clinical settings at all -abroad or at home. Arthur Kleinman, the lead author, is a well known medical anthropologist whose pioneering work on cultural variation and "explanatory models" of disease was adapted into many medical and nursing school curricula. In an article in last month's PLoS Medicine, he critiques current models of "cultural competency" and suggests alternatives for highquality, culturally sensitive clinical care.
International Health
So what's wrong with the cultural competency model? Kleinman and his co-author Benson see several problems. First, no rigorous research shows it to improve clinical care, although training programs have been widely implemented. Second -and to the authors clearly more seriously -"culture" itself becomes another area of technical skill for the clinician, rather than the lived experience in which we (just as much as our patients) are immersed. This approach allows us to overlook the culture of biomedicine and its powerful effect on our interactions with patients. Instead, culture becomes something that belongs to other people, and that can be reduced to a bullet-point list of typical traits, dos and don'ts, or barriers to care. Patients on the receiving end of this approach, the authors note, may feel intruded upon, stereotyped, or stigmatized. Finally, as the authors illustrate through several case examples, cultural features are simply not always central to clinical problems of "compliance" or communication.
Family issues, personal concerns, and economic constraints may be much more salient in any given situation.
The article is strong on the critique of cultural competency models, and articulates succinctly several concerns that have been corridor talk in medical and anthropological circles for some time. Where it is less strong is in the matter of pragmatic solutions. Kleinman and Benson agree that clinicians should try to be sensitive to culture, and suggest that we attempt to see culture from a more anthropological perspective: as a way of experiencing and interpreting the world that is flexible, dynamic, and often highly variable among individuals, rather than static and wholly predictable on the basis of ethnic group memberships. This anthropological view should allow clinicians to determine what is at stake for any given patient in the course of illness and its treatment. To this end, they develop a six-step model for eliciting patients' experience (what they call a mini-ethnography) that simply seems to me impractical for the busy clinic setting in which most of us work. Perhaps it might be usefully adapted for more prolonged encounters or problem cases? Take a look and see what you think; you can find the article at www.plosmedicine.org.
Kleinman A, Benson P. Anthropology in the clinic: the problem of cultural competency and how to fix it. PLoS Medicine. October 2006;3(10):e294.
Medical Mystery Tour
The Words 'Bizarre' and 'Atypia' in the Same Pathology Report Sentence…Hmmm….
To recap, we discussed a 53 yo G6P5015 who presented to a field facility with ongoing menometrorrhagia despite conservative therapy with medroxyprogesterone 10 mg for 10 days a month for three months. Initial ultrasound revealed a 2.7 x 2.4 cm endometrial structure felt to be consistent with an endometrial polyp or a leiomyoma. The patient subsequently received an uncomplicated total vaginal hysterectomy with a left salpingo-oophorectomy. The patient was discharged on the second post operative day.
The pathologists initially commented that evaluation revealed cytologic atypia present throughout the neoplasm that was of a degenerative and bizarre type. Occasional mitotic figures were identified. No tumor type necrosis was seen. The increased cellularity was felt to be somewhat increased over what one normally sees in a highly cellular leiomyoma. The pathologic material was sent to a second facility for pathologic re-evaluation and the above impression was confirmed.
What did you think this patient's diagnosis was? The second pathologic evaluation revealed submucosal atypical leiomyoma with features of symplastic leiomyoma, benign . . . deeply penetrating adenomyosis. There was a comment that it was a symplastic leiomyoma, rather than a leiomyosarcoma. It was unusually cellular for this enitity, prompting the staff to qualify it as an atypical symplastic leiomyoma, but it is placed in a benign category. The term atypia underlined the need for follow-up.
So, what is a symplastic leiomyoma? The term symplastic just refers to pleomorphic, atypical, or bizarre leiomyomas that have a wider range of morphologic changes and mitotic activity than previously documented. Grossly, nothing typically distinguishes a symplastic leiomyoma from the usual type of leiomyoma. Microscopically, there are foci of bizarre and pleomorphic tumor cells with atypical nuclei. This smooth-muscle tumor is defined by the presence of variable numbers of smooth-muscle cells with multiple, gigantic nuclei with abundant nuclear chromatin in an otherwise typical leiomyoma. Mitotic figures are often lacking, but up to 7 per 10 hpf have been reported. They are, however, never atypical.
What is the risk of recurrence? All symplastic leimyomas are benign. The recognition of this leiomyoma variant is critical, as the marked nuclear atypia can lead to an incorrect diagnosis of leiomyosarcoma. These lesions have a high cure rate with surgery alone (only one of 46 patients failed in the Stanford series) and are considered a variant of the usual (benign) leiomyoma.
If your learning curve isn't steep enough at this point, then I just want to add this common sense truism: "the third time is the charm." I was a little uneasy about the words, "The atypia just underlines the need for follow-up," because it was not clear what other follow-up might be needed for a benign lesion, so I requested the slides be sent to a third center for evaluation. The third center's preliminary diagnosis is leiomyosarcoma and at this time the patient is being notified to return for computerized tomography of the chest, abdomen, and pelvis.
The median age for women with leimyosarcoma (43 -53 years) is somewhat lower than that for other uterine sarcomas, and premenopausal patients have a better chance of survival. The recurrence rate is based on the amount of mitotic activity: less than 5 mitotic figures per 10 high power fields is 98% 5 year survival; 5 -10 MF/10HPF is unpredictable at 42%; and greater than 10 is poor at 15%. More background is available online.
Robboy SJ et al. Pathology and pathophysiology of uterine smooth-muscle tumors. Environmental Health Perspectives Supplements. Volume 108, Number S5, October 2000.
Midwives Corner: Lisa Allee, CNM, Chinle What Women Want
The Journal of Midwifery and Women's Health September/October issue has two more wonderful qualitative research articles (see my review of another in the October CCC Corner). These two studies gather information about women's experience in early labor at home and their perceptions during pregnancy of what would be a good birthing experience. The sample sizes are small and the populations are specific, but the quotes ring with the universal experience of pregnant and birthing women. For example, Beebe's and Humphreys' interviews with nulliparous women included these: "It's interesting because the contractions (that) were described to me in class, or the way I interpreted them, didn't feel the way I felt when I . . . it just felt more like cramps. I don't know, the two just didn't go together for me. They didn't feel the way I was expecting them to." "My body was just moving me around." "The only thing I worried about was going to the hospital maybe too soon . . . I just thought it would be bad if we get there only to be told to go back home; it would be discouraging."
Melender's interviews produced these quotes about staff: "Of course I wish that . . . mmmhh . . . the midwife would be a caring person who sees the patient as a human being and not just a patient . . . takes her character into account." "That the midwife would be a person who listens to you . . . and not such a difficult one (and describing what she meant by difficult) well, if for example, I ask for something, she won't do it or if I ask for something, she'll snap at me . . . I mean that the atmosphere shouldn't be in any way tense or like that . . . I mean that the midwife and obstetrician should be nice."
These articles remind us to tune into what women are experiencing and wanting. Beebe and Humphreys encourage us to be sensitive to what women are going through before they come in to hospital -their doubt about how to tell if they are in labor and the anxiety about and disappointment in finding out that they are not in active labor. This should inspire us to teach as clearly as possible what early and active labor are like and to be readily available to provide reassurance, guidance, support, and encouragement over the phone and during labor checks. Melender's article reminds us of the importance of our relationship with women in labor, for example, being kind, nice, welcoming, empathetic, and accepting of her as she is, and how we can create an atmosphere conducive to birthing by including things like an unhurried atmosphere, normality, and security. Methods: This was a randomized, controlled trial performed in two obstetrical units in Argentina on neonates born at term without complications to mothers with uneventful pregnancies.
Conclusions: Delayed cord clamping at birth increases neonatal mean venous hematocrit within a physiologic range. Neither significant differences nor harmful effects were observed among groups. Furthermore, this intervention seems to reduce the rate of neonatal anemia. This practice has been shown to be safe and should be implemented to increase neonatal iron storage at birth.
Ceriani Cernadas JM et al. (4) Here is an excerpt from the Cochrane Review in preterm infants. Authors' conclusions: delaying cord clamping by 30 to 120 seconds, rather than early clamping, seems to be associated with less need for transfusion and less intraventricular haemorrhage. There are no clear differences in other outcomes.
OB/GYN CCC Editorial comment
Use caution when fixing a problem that is not broken. Luckily the days of significant problems with neonatal anemia among AI/AN are in the past. I say this because that era was also associated morbidity and mortality rates that approached those still seen in the lowest resource, developing countries today. Hence, for those of you who work in developing countries, Cernadas et al adds a randomized controlled trial to the growing literature that had previously been reported in preterm infants. Currently in AI/AN we are more likely to see problems associated with polycythemia, than widespread neonatal anemia.
The key will be to rationally apply this practice in a setting where neonatal anemia does not exist because delayed cord clamping can be associated with these adverse effects accoerding to the NeoReview below: grunting, tachypnea, cyanosis, plethora, apnea, neurologic depression, cardiomegaly, pulmonary congestion, edema, pleural effusion, irritability.
One would need a good indication to set up an AI/AN term infant for the exchange transfusions and NICU admission to treat hyperviscosity syndrome. There are indications for exposing term infants to that risk in those areas of the developing world where early infant anemia is a public health problem, just not in Indian Country at this time. This report was based on a CDC analysis of IHS data and revealed that the age-adjusted prevalence of diabetes among (AI/AN) aged <35 increased from 8.5 to 17.1 per 1000 among the 60% of AI/AN who use IHS facilities for care. The analysis also indicated that the number of AI/AN aged <35 with diabetes diagnosed by IHS more than doubled in the decade under study (from 6,001 in 1994 to 12,313 in 2004). Importantly, the annual percentage change (APC) of diagnosed diabetes was greatest among females aged 25-34 years of age (9.1%).
The accompanying discussion notes that this dramatic increase could be due to an increased incidence of diabetes or increased screening for diabetes or both. As the editor points out, the extraordinary increase in diabetes in reproductive age women is especially concerning as the offspring of women with diabetes are at increased risk for having diabetes themselves as well as for congenital anomalies and perinatal morbidity and mortality. The long-term health consequences of early-onset diabetes are particularly daunting. MMWR. November 10, 2006; 55(44):1201-1203.
